History
The history is the most important part of evaluating pain patients. The evaluation process can be improved by review of referral records and completion of a pain questionnaire before the evaluation that addresses many aspects of the history in advance. The use of a preevaluation questionnaire speeds evaluation, provides information that may otherwise be missed, and may provide an opportunity to discuss potentially difficult Evaluation of the Pain Patient: History, Physical Examination, and Diagnostic Testing topics. In addition, the use of health-related quality-of-life surveys as a part of the intake process to capture pain-related health status might provide a good snapshot of the patient's current condition and a baseline for evaluation of treatment response. These surveys use patient-reported outcomes as a method to track quality of life using endpoints that can only be provided by the patient. Examples include symptom severity, perception of daily functioning, feelings of well-being, global impressions of the impact of treatment on daily life, satisfaction with treatment, and health-related quality of life. There remains a significant debate regarding whether to use disease-specific measures versus general health surveys that permit comparisons across large populations. The Short-Form 36 is a commonly used tool that allows comparisons across disease states by assessing eight health concepts using multiitem scales (35 items): physical functioning (10 items), role limitations caused by physical health problems (4 items), role limitations caused by emotional problems (3 items), social functioning (2 items), emotional well-being (5 items), energy/fatigue (4 items), pain (2 items), and general health perceptions (5 items ). An additional single item assesses change in perceived health during the past 12 months. Finally, physical and mental health summary scores are derived from the eight Short-Form 36 scales. 1 The Short-Form 36 is but one of many well-validated tools available for this purpose. The selection of the survey tool will be predicated on the types of patients seen and the specific outcomes being evaluated. The patient's chief complaint or complaints must be evaluated individually and for any potential relationships. The onset of the pain complaint and the circumstances associated with its initiation must be explored. The location, quality, timing, context, associated symptoms, radiation patterns, and exacerbating and relieving factors must all be reviewed. Patients with pain may report a wide variety of unusual sensations or pain complaints. These may include burning pain; pain radiating into an area of anesthesia or an absent limb; pulling, drawing, or crawling sensations; and lancinating explosive pains, which may be spontaneous in their origin or induced by mechanical or thermal stimulation. Despite an often-bewildering array of symptoms, each patient warrants a complete diagnostic evaluation to look for a treatable cause for their pain complaint. The potential to develop a specific diagnosis and treatment plan during this process should always be kept in mind. In addition, the severity of pain complaints and their persistence frequently results in other problems, which include physical dysfunction, psychosocial stressors, and other medical and psychological comorbidities. The physiologic, sensory, affective, cognitive, behavioral, and sociocultural events leading to the pain response must all be considered when developing an evaluation and treatment plan. 2 Neuropathic pain is a common presenting complaint. The history of a neuropathic pain problem is important and may give clues to the origin of the problem. If the patient presents with a history of abrupt focal onset of pain, this may be the result of a focal injury mechanism, such as ischemia, hematoma, or mechanical compression resulting from a screw or suture. Neuropathic pain that has a slow onset of focal pain may be the result of fibrous compression due to a healing surgical wound or trauma site. Patients may also have peripheral neuropathies due to ischemic compression that results from placement of a retractor against the nerve. In these settings, there may be a period of insensation preceding the onset of pain. Any period of lost sensation should be specifically investigated as part of the history. This is often a subtle change for the patient and may be obscured by the pain associated with a healing wound. Diffuse burning pain problems involving bilateral distal structures are consistent with metabolic polyneuropathies, such as a diabetic neuropathy and neuropathy induced from chemotherapeutic agents or dietary insufficiencies. Elderly or immunocompromised patients may develop shingles, which can lead to postherpetic neuralgia. Injuries to nerves in more proximal 188 ROSENQUIST or truncal regions of the body may be described with terms that are in keeping with visceral pain. The patient may choose words such as muscle cramping or deep organ cramping. These symptoms should not be confused with true visceral pathology, and patients should be carefully guarded against unnecessary surgical procedures. A list of common neuropathic pain conditions is provided in Table 1 . Low back and neck pain are extremely common in the adult population. These pain complaints may be difficult to evaluate because there are numerous anatomical structures that can serve as a source of pain. These may include but are not limited to intervertebral disks, facet joints, sacroiliac joints, ligaments, and the paraspinal musculature. In most cases, an initial report of low back pain may resolve spontaneously. However, in some cases, the pain may be persistent or become a chronic intermittent problem of varying severity. 3 Patients with low back pain should be evaluated for the presence of myofascial pain. Myofascial trigger points may produce severe pain and numbness that can radiate in a radicular pattern and may be mistaken for intervertebral disk disease. 4 Many chronic pain patients present with outward expressions of anger. This may be the result of ongoing chronic pain, a feeling that no one can or will help or believe them, loss of function, loss of job, loss of income, difficulties with interpersonal relationships, EVALUATION OF THE PAIN PATIENT 189 drug side effects, psychological consequences of chronic pain, and financial or legal difficulties. In many cases, they want someone to listen to their pain complaints but have found no one willing to do so. The initial history should explore the potential presence of depression or substance abuse. There is little hope for successful treatment if either of these is present and not treated. At the conclusion of the history, it is important to ask the patient whether there is anything else that he or she wants to discuss or inform you of regarding their presenting complaint. There are many situations in which a patient may not feel comfortable telling you something during the first visit. This may be related to concern that you will not have a good opinion of them or will not care for them if you know the truth of their situation. Information that may improve their care is often revealed during future visits when they have developed a sense of trust in the physicianpatient relationship.
Previous Pain Treatments and Their Outcomes
The importance of a chronologic evaluation all previous treatments and their outcomes cannot be stressed enough. 5 The absence of response to previous treatment may represent an incorrect diagnosis, incorrect treatment, technical failure of an interventional treatment, insufficient medication dose, inadequate time for therapeutic effect, limitations due to side effects, noncompliance with prescribed therapy, or a host of other reasons. In cancer pain patients, it may represent recurrence or progression of disease. It is also possible that the patient cannot "afford" to get better due to pending legal action, workman's compensation, or a disability evaluation. It is important to consider each of these possibilities and to avoid letting individual ego ("I am certain that I can do the procedure better than the referring practitioner") guide therapy or cause repetition of previously unsuccessful therapies. If there is adequate documentation that previous, appropriate therapy was not technically successful, repeated performance may be appropriate. One example of a procedure that may be of value to repeat is a lumbar sympathetic block performed for complex regional pain syndrome in which there was no temperature increase in the affected leg after the procedure. Another example is the previous successful use of facet radiofrequency ablation that has worn off and requires repetition to regain therapeutic benefit.
Allergies
A complete allergy history must be obtained, including medication, dietary, and environmental allergies. Differentiation between true allergic reactions and side effects must be documented in the medical record. Statements such as "that drug never works for me," "I can't take that drug," or "I'm allergic to every opioid except Demerol" must be explored for their validity.
Medications
A complete medication history of all current and previous medications, their doses, and their dosing regimens must be obtained. This portion of the history should incorporate documentation of any recent changes in medication dose, administration route, or interval. In addition, the presence or absence of side effects or changes in laboratory results such as liver function test results, complete blood count, or electrolyte concentration should be recorded as well.
Medical History
The medical history should contain a listing of all medical conditions that have been encountered in the past as well as active medical conditions. Items of particular inter-
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Surgical History
The surgical history should incorporate all previous surgical procedures, their dates, their outcomes, and any difficulties with the anesthetic or perioperative period, such as infection, bleeding, prolonged intensive care stay, or prolonged hospital or rehabilitation facility stay.
Family History
The family history should include any familial medical problems, especially those related to chronic pain conditions.
Social History
The social history is an important part of evaluation and treatment of the chronic pain patient. Common information is gathered regarding personal status (upbringing, education, marital status, hobbies), habits (tobacco, alcohol, recreational drug use), sexual history, home conditions, occupation, environment, military record, religious preference, and resources available to the patient. The incidence of physical and sexual abuse among patients with chronic pain conditions exceeds that in the general population and may contribute to the report of pain. Failure to take social or cultural factors into account during the evaluation and treatment process may lead to an incorrect diagnosis or reduce the effectiveness of the treatment program.
Review of Systems
A complete review of systems must be obtained to evaluate those systems that are outside the immediate scope of the chief complaint. The presence of a chronic pain condition does not eliminate the possibility of concurrent disease or other factors that may explain or contribute to the chief complaint that are not immediately apparent. This should include evaluation of the following: general constitutional symptoms, diet, skin, hair and nails, musculoskeletal, head and neck, endocrine, chest and lungs, heart and blood vessels, hematologic, lymph nodes, gastrointestinal, genitourinary, neurologic, and psychiatric. 6
Physical Examination
Physical examination of the pain patient is performed with the same principles as are used for all other patients undergoing a physical examination. It begins with obtaining vital signs such as height, weight, pulse, blood pressure, and temperature. The examination begins with general observation of the patient's overall condition, including level of consciousness, level of distress, mental status, and self-care. After this, each body region should be subjected to an examination based on the four principles of inspection, palpation, percussion, and auscultation. In most cases, physical examination consists of a general review of healthy areas adjacent to the areas involved in the chief complaint and a detailed examination of the primary pain area and any areas of radiating pain. Physical examination may include assessment of some or all of the following: skin, hair and nails, lymphatic system, head and neck, eyes, ears, nose and throat, chest and lungs, heart and blood vessels, breasts and axillae, abdomen, male EVALUATION OF THE PAIN PATIENT 191 and female genitalia, anus, rectum and prostate, musculoskeletal system, and neurologic system. In most cases, painful areas should be examined last to allow the greatest degree of comfort during the majority of the examination. Neurologic examination is one of the most important portions of the physical examination of the pain patient. The sensory examination should include a careful search for areas of allodynia, hyperesthesia, hyperalgesia, or loss of sensation. If sensory abnormalities are encountered, the extent of the abnormality should be delineated to evaluate whether it is a small isolated area, a dermatomal pattern, or a stocking or glove distribution. It should be remembered that there is significant overlap of dermatomes. 7 The presence or absence of reflexes and their character can provide useful information regarding function of the peripheral nerves or central nervous system (Table 2) .
Motor strength examination provides specific information regarding nerve function or adequacy of rehabilitation (Table 3) .
A guide to common nerve roots and their motor, sensory, and reflex innervation can be found in Table 4 .
One major difference in examining pain patients is the value of repeating portions of the examination with the patient in various positions and with the patient aware and distracted from the specific area being examined. Careful palpation may identify myo-192 ROSENQUIST Ankle jerk fascial or neural trigger points that may be the source of the pain complaint but are often overlooked. 8, 9 Areas that are painful to palpation may be subtly reexamined while examining another area. For example, a painful area of the abdomen may be reexamined during the examination of the thoracic and lumbar paraspinal regions by putting counter pressure on the abdomen so that the patient is not pushed off balance while pushing on the back. An area of hyperesthesia or allodynia may be touched while examining another area to look for consistencies in the examination. Patients with breakaway strength may be asked to walk normally or on their heels or toes. The apparent weakness during directed examination may be absent during ambulation. The importance of confirming questionable aspects of the physical examination and a search for nonorganic signs in the patient with low back pain was rediscovered in the classic paper by Waddell et al. 10 in 1980, when they grouped eight signs into five types. These five types or categories of signs are tenderness, simulation, distraction, regional disturbances, and overreaction. According to Waddell et al., 10 a nonorganic sign (an indication of a nonorganic contribution to a patient's low back problem) observed during the physical examination is scored as positive. If a sign is positive, that type of nonorganic sign is present. A sensoryregional disturbance, for example, may be present in persons with spinal stenosis with multiple nerve root involvement. Waddell et al. 10 found that the presence of three or more types of nonorganic signs correlated with results of psychological tests. According to Waddell et al., 10 the presence of a single sign is not associated with an indication of psychological problems. The presence of three or more types of nonorganic signs has been the most consistently used criterion, although other methods have been proposed. 11, 12 Therefore, a positive test result for nonorganic signs refers to finding the presence of three or more types of nonorganic signs. A negative nonorganic signs test result is the finding of fewer than three types of signs. The presence of a positive Waddell test result continues to be associated with less than optimal response to treatment. 13 
Diagnostic Testing
Diagnostic testing should only be performed after a complete history and physical examination and review of any pertinent laboratory testing and imaging studies completed before the patient's referral. In the event that additional testing is required, it should be selected with specific questions or differential diagnoses in mind. Before testing, the patient should be informed of the goals of additional testing and given realistic expectations regarding the results. Broad diagnostic testing as a "fishing expedition" is rarely successful and often provides results that are confusing or misleading. In addition, excessive use of laboratory testing results in significant cost to the patient and society. In general, testing should be done to answer specific questions suggested by the history and physical examination. As an example, magnetic resonance imaging of the lumbar spine for a primary complaint of low back pain without accompanying radicular pain radiation or reflex, motor, or sensory deficit is unlikely to help with the diagnosis. When a decision is made to order diagnostic tests, they should be obtained in an orderly fashion so that the results of each test can build on the information previously obtained and guide the physician toward the correct diagnosis.
Diagnostic Blocks
The performance and interpretation of diagnostic blocks is challenging because the patient and physician might have different goals for the procedure and because of the EVALUATION OF THE PAIN PATIENT 193 assumptions made in evaluating the response. Diagnostic blocks involve a complex social interaction. When a diagnostic procedure is scheduled, there are several potential sets of goals 14 :
1. Physician: pathophysiologic information 2. Patient: reassurance that their report of pain is real, confirmation of the reality of their complaints to family or others, proof or certification of their disability for themselves, their family or their attorney
In addition, the well-described incidence of placebo response further complicates interpretation. Patients may obtain relief from placebo blocks administered during acute pain approximately one third of the time. 15 Chronic pain may respond to placebo in approximately two thirds of cases. [16] [17] [18] Several assumptions are inherent in reaching a diagnosis based on the results of a local anesthetic block:
1. Relief of pain after local anesthetic block is attributable solely to block of the target afferent neural pathway. 2. The local anesthetic provides complete and not partial block of the desired pathway. 3. Pain relief is not a result of systemic absorption of the injected compound.
Despite significant concerns and assumptions that must be taken into account, the ability to perform diagnostic blocks and obtain information to guide treatment decisions makes them an important part of the evaluation process. In some cases, the use of placebo controls or local anesthetics with differing durations of action may improve interpretation of the results. 18
Conclusions
Comprehensive evaluation of the pain patient including history, physical examination, and diagnostic testing is the only currently available means of assessing the complex physiologic, sensory, affective, cognitive, behavioral, and sociocultural events leading to the pain response. Each of these aspects must be considered when developing a diagnosis and treatment plan. A thorough approach to this process improves patient satisfaction, helps to control costs, improves treatment success, and minimizes the potential for inappropriate treatment and poor outcome. Furthermore, it provides the foundation for quality care to a desperate group of patients who are often neglected in the rush of modern medical care.
